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Abstract

There is a high percentage of seniors living in public housing that fall under the federal poverty
guidelines. These senior residents in public housing live with chronic health issues exacerbated
by aging. These health issues are compounded by sub-standard living conditions, poverty, lack of
healthy nutrition, and all-inclusive healthcare services. This project aims to develop a
comprehensive primary care program for the seniors in public housing that enables them to age
in place and enhances their quality of life. The chief goal of the project is to bring healthcare
services to the seniors through collaboration with public housing agency that enables the
residents to have increased access to healthcare inclusive of behavioral health and supportive
care. The proposal for the program is designed to create a culture of wellness amongst the
underserved population in the City of Newark, NJ. The requested funds will support bringing this
pilot program to public housing senior residents with enabling services, behavioral health
services in addition to primary care and wrap around services geared for continuum of care. The
program narrative outlines a complete healthcare program that addresses existing gaps and
barriers to current services available in the community.
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CHAPTER I INTRODUCTION
1.1

Background and Need

By 2035, there will be 9.3 million one-person households aged 80 or over, representing 57
percent of households in that age group (Studies, 2019). The projected magnitude of increase in
the total number of aging shows an increase in the need for geriatric care. According to the
National Institute of Aging, chronic illness, dementia, and Alzheimer's are increasing, with 85%
of seniors identified as having at least one chronic illness and Alzheimer's association reporting a
146.2% increase in Alzheimer's deaths between 2000 and 2018 (Alzheimer, 2020). These
numbers reflect the increased need for specialized care for activities of daily living and primary
which is available at an enormous expense at assisted living facilities that Medicare does not
cover, excluding it as a possibility amongst the population below the poverty level. As a result,
seniors living at or below the poverty level tend to move into public housing due to subsidized
rents, with rent calculated at 30% of their monthly income (HUD).
According to the U.S. Department of Housing and Urban Development (HUD), 2016
report, two million residents live in public housing. Another 4.7 million residents live in Section
8 housing, the majority making less than $15,000 annually, falling below the poverty line. Public
housing is typically in isolated areas or inner cities with limited social services, poor healthcare,
lack of healthy fresh foods, all contributing to substandard health. Public housing, often plagued
with high crime rates due to social factors like high poverty rates, homelessness, and other
financial barriers affecting the larger community. Numerous studies have shown that
neighborhoods with the most public housing have concentrated disadvantages and tend to
experience a higher level of crime due to higher poverty rates, adding to the stress level of the
residents. Violent crime wreaks a terrible impact on individual victims, their families, nearby
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residents, and the fabric of their neighborhoods, pushing the communities in a downward spiral
and vicious cycles of decay (Sackett, 2016). Studies have proven the effect of violence on
residents that exacerbate already compromised health conditions. Moving out causes loss of
family connections and neighborhood, contributing to an increased risk for cognitive decline
(Bassuk, 1999). The elderly in low-income housing leads a life of decreased quality in facilities
because they lose their freedom and mobility, amplifying depression and confusion, accelerating
an individual's deterioration. To address the factors above, creating programs at the intersection
of health and public housing is critical. However, these essential services at a low-income
housing site are challenging and often unsuccessful due to regulatory barriers set forth on
providers. These factors, compounded with strained interpersonal relationships and a history of
substance abuse and mental health disorders, create the need for services that lack socioeconomic
barriers, effortless access to healthcare (Fitzpatrick, 2013).
Therefore, exploring a more efficient means of service delivery is of paramount
importance by coordinating health and housing programs for seniors in public housing to deliver
a customized level of care in an individual's current environment and addresses significant
barriers to healthcare along with access and utilization. An innovative program creation can
provide an integrated model of primary care and social services in public housing for improving
the quality of care for the seniors in low-income housing. The research project aims to develop
and submit a complete grant proposal for a pilot program that would bring primary care
services to seniors living in low-income public housing.
The proposal for Public Housing Primary Care (PHPC) programs funded through the
Department of Health & Human Services Health Resources and Services Administration
(HRSA) can support the pilot program that is well-designed and regularly evaluated to create
6

a culture of healthy living for seniors in public housing through a combination of preventive
initiatives and primary care services. Studies have shown PHPC programs to be effective for
public housing residents by reducing the transportation barrier and facilitating mutual
familiarity between residents and clinic staff (Culhane-Pera et al., 2007).
Using program development methods aligned with the need's assessment can assist in the
creation of a program that would address a whole person through a team composed of
physicians, nurses, social workers, mental health clinicians, and resident care coordinators in
public housing can comprehensively address the patient's medical and non-medical needs.
Paraprofessionals and expertise in non-medical services can aid the medical team by ensuring
that the patient's care is well-coordinated, reducing pressure on the physician's resources.
Management of chronic illness, continuity of care, and sharing of health information across the
diverse team have shown better outcomes as compared to a traditional stand along with primary
care or hospital-based services, and high-risk seniors have shown reduced hospital visits through
the continuum of care and preventive steps incorporated into their healthcare (Bynum et al.,
2011) leading to a reduction in unnecessary utilization of services.
1.2

Problem Statement
Seniors make 16.5% of the U.S. population, and according to the U.S. Census Bureau, the

elderly population will more than double between now and the year 2050 to 80 million. As many
as one in five Americans would be elderly, and most of the growth would occur between 2010
and 2030, growing by an average of 2.8% annually (Population Division, 1995). While it is
apparent that older adult homes and living situations are critical for a better quality of life, the
elderly cannot sustain its costs. There are nearly 9.2% of Americans aged 65 and older falling
below the poverty line (Li & Dalaker, 2019), and the demand for affordable and Section 8
7

housing is growing exponentially. Studies have shown that more intensive and frequent care will
be required for the 12.2 million households aged 65 and over, projected to have disabilities
related to self-care by 2035; the same is true for those with multiple or more severe household
activity limitations (Studies, 2019). Lack of resources for healthy choices, substandard housing
available at low-income housing buildings, and limited buying power further add to the
deterioration of health and well-being. With the growing cost of care in-home, exploring funding
and delivering services at affordable costs becomes essential.
Barry (2017) states that Housing and Urban (HUD) report identifies senior housing
properties as "hotspots" for health needs and shows that older residents living in subsidized
housing have more chronic conditions compared with their peers and run a higher risk of
being hospitalized or using the emergency department. Figure 1 shows the health status of the
individuals residing in HUD buildings and the need for chronic conditions that need to be
addressed for the high rates.
Figure 1:

According to the National Council of Aging, over 25 million Americans age 60 years
plus have economic insecurity and live at or below 250% of the federal poverty level. Seniors
living alone constitute 16% of HUD residents and 10% of Section-8 housing residents, living
8

primarily on social security, facing health conditions due to poverty, lack of activity, many times
lack family life, and lack of resources. The 2019 U.S. census (Fig. 2) indicates that the minority
seniors are twice as likely to be in poverty, followed by 1.9 times of Hispanics compared to their
Caucasian counterparts.
Figure 2: Seniors and Economic status

The interplay of poverty, race, age, and ethnicity highlights some of the factors that constitute the
social determinants of health. Lack of resources for healthy choices, substandard housing
available at low-income housing buildings, and limited buying power further add to the
deterioration of health and well-being. To address the factors above, creating programs at the
intersection of health and public housing is significant, and the project aims to create a pilot
program through pursued funding. The importance of the project is rooted in bringing real
change in an underserved area.
1.3

Research Objectives
This study would examine the effectiveness of on-site integrated primary care and behavioral
health services while coordinating care through supportive services in low-income senior
housing in the inner-city population. The motivation behind the project is to examine if
providing on-site, comprehensive, integrated healthcare increase the overall quality of life for
the program participants?
9

The project will apply for funding for a pilot program to bring primary care services to
seniors in low-income housing is founded on the premise that increasing accessibility to the
services would improve the overall health of the seniors participating in the program. The
project hypothesizes that the seniors' utilization of these essential services will enhance their
quality of life through improved health.
1.4

Population
According to the National Center for health in public housing 2019, 341 Health Center

programs are in or immediately accessible to public housing serving 2.7 million patients, but
only 106 receive HRSA funds to provide the services. Figure 3 shows the population
characteristics with only 8.69% of patients over the age of 65years.
Figure 3: Characteristics of Public Housing Primary Care Patients

While housing authorities and the primary healthcare centers serve the same low-income
communities, having different business models, organizational cultures, and different funding
makes it harder for these programs to be successful. Successful partnerships are possible by
building shared goals and vision amongst the partners after learning each organization's structure
and funding restrictions and possibilities.
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According to the U.S. census and the 2018 American Community data survey, Newark
forms 3.1% of N.J.'s total population. Data shows that nearly 28% (76.8%) of the Newark
population falls under the federal poverty line, with nearly 20% of those under 65 years of age
having no health insurance. With 49.7% African American, 36.4% Hispanic, and 26.1% white,
Newark only has 14% of residents with a bachelor's degree. The health disparity is evident by the
uninsured and the patient to a primary care ratio of 1271 patients to 1 physician annually. All
these factors show the need to bring about a community-wide change and a more extensive
cross-sectional network that can address issues that lead to residents living a better quality of life.
This paper explores a possible pilot project based in a private non-profit, low-income senior
building in Newark, NJ.
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CHAPTER II SCOPING LITERATURE REVIEW

The initial gap in the coordinated service delivery for seniors in public housing starts from the
federal budget processes for the Department of Housing and Urban Development (HUD) and the
Department of Health and Human Services (HHS), both departments following different funding
courses and different jurisdictions across the states and counties. Federally funded health and
housing subsidies were designed to operate in isolation, each achieving individual public goals.
While HUD commits to "health in all policy," the two departments have not yet pooled resources
to address health and housing for the elderly living in public housing. The status quo of
budgeting within pre-determined silos creates barriers to investing in programs that are likely
to show results in more than one federal spending category, even though those programs are
likely to save the federal government money overall.
2.1.1 Home and Community-Based Services:
The home and community-based services (HCBS) are reimbursable. However, the predominant
approach to HCBS policy reflects a residual model, in which the responsibility for accessing,
coordinating, and paying for assistance falls mainly to older adults and their families until they
are no longer able to manage on their own (Anderson, Dabelko-Schoeny, & Fields, 2018). HCBS
available to older adults in non-institutional settings is critical to helping the most vulnerable
older adults age in place and live in their communities. A barrier to HCBS services for anything
besides ADL assistance is transportation and scheduling, cumbersome for the elderly leading to
low motivation to follow up, resulting in loss of interest in the essential service. Another
challenge for HCBS is the lack of federal government involvement, putting pressure on state and
local governments and the wide variations of service provision. With the declining ability of
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families to provide informal support necessary to keep the elderly at home and in the community,
HCBS lacks an increased provider base to meet the demand in services.
Public Housing Primary Care:
The Disadvantaged Minority Health Improvement Act of 1990 and the Department of Health and
Human Services Health Resources and services administration (HRSA) created Public Housing
Primary Care (PHPC). The Journal of Healthcare for the Poor and Underserved (2007) highlights
the most significant benefits of PHPC health centers on the premises or close to public housing
serving the disadvantaged by creating programs in partnerships with the housing authorities and
the tenant associations to facilitate delivery. The study highlights that the goal of these centers is
to reduce the barriers of transportation, provide services on a sliding scale while employing
bilingual-bicultural staff; however, funding for the centers is limited. According to the physicians
who were part of the study, the challenges faced by the clinicians at PHPC are the health
disparities among the residents that are too vast to handle in the absence of resident collaboration
services, that most of the public housing may be missing. However, the delivery of service
assists in understanding the patient's realities and develops trusts that allow improved
partnerships with the stakeholders. The relationship between the care team and the patient is
critical in the outcomes, as proved by Bynum et al. In 2011, Bynum et al. highlighted the
importance of the patient-medical team relationship by comparing two different primary care
models in four different continuing care retirement communities. The model at the site with a
dedicated physician and nurse practitioners serving seniors in the community and providing 24/7
care had two times fewer hospitalizations and emergency department visits than the limited hour
model where the on-site services stretched between all practice members. The embedded team
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from model one reflects the program structure possible through the PHPC funding in primary
care to bring successful outcomes in the underserved populations.
Theresa Barry's (2017) study evaluates a successful partnership between senior housing
and healthcare provider. Through on-site primary care in partnership with a multi-disciplinary
team, the study demonstrated positive healthcare outcomes for the participants and utilized
qualitative surveys to evaluate the model. The partnership of healthcare with social services and
housing resulted in a reduction in emergency department visits as per the data collected by the
study.
Figure 4: Emergency room visits of senior housing residents
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Figure 5: Hospital admissions of senior housing residents

The study by Carder et al. (2017) for the Institute of Aging supports Barry's study results.
It describes the evaluation of Housing with Services, a program of health and housing that began
in September 2014 and included over 1,400 low-income residents of 10 publicly subsidized
apartment buildings. Impacting the highest level of unmet senior's needs, the program team
attempted to use the fee-for-service model, but residents' profiles in the apartment buildings
involved did not support this approach and the service reimbursement.
By analyzing the few articles on primary care services in housing, apart from the
funding barrier, a team approach with the right combination of services can impact senior's
life by improving quality of life, reducing costs, and delaying institutional plac ement. The
literature review also helped lay the foundation for a basic understanding of common errors to
avoid and program designs that were successful in similar settings. This assignment process
15

helped to understand various methods used in similar projects and the critical need for
program evaluation from the planning stage to ensure successful primary care programs in
public housing, enabling aging in place.
The study by Graybill et al. (2014) suggests that assisted living technologies (ALTs)
enable aging in place. The ALTs facilitated for people 65+years include home and
environmental modifications like ramp, adapted kitchen tools, grab rails, wheelchair lift, and
telemedicine that would successfully connect the seniors in their healthcare providers an d
monitor the condition of the condition the older person by transmitting the routine
physiological data. According to Hartfund Funds (2014), a certified aging-in-place specialist
(CAPS) can assist in planning for repairs that can range from $10,000 – $100,000 depending
on the extensive changes that may be needed. In comparison to aging-in-place expenses, the
annual cost of assisted living and a private room in a skilled nursing facility are $51,600 and
$105,850, respectively, with the national hourly cost of in-home care health aides (Genworth,
2021) reflected in Figure 6:
Figure 6: Hourly cost of home health aides by year
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A study by RTI (2014), based on the Support and Services at Home (SASH) Program in
2008 in Burlington, Vermont, connected frail residents with community-based services to enable
them to age in place. The SASH evaluation: second annual report (Kandilov et al., 2015) report
concludes SASH participants demonstrated statistically significant lower growth in expenditure
across categories, including total Medicare expenditures, emergency room visits, hospital
outpatient department visits, and primary care/specialist physician visits. Against a comparison
group, SASH participants in the most experienced panels show growth in Medicare expenses
was lower by an estimated $1,536 per beneficiary per year.
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3
3.1

CHAPTER III METHODOLOGY

Research Design or Method
For the project to develop a research grant submission, the first step is to identify the

underserved geographical area with a federally qualified healthcare center (FQHC) established in
the community. An FQHC is a community-based health care provider that receives funds from
the HRSA Health Center Program to provide primary care services in underserved areas (FQHC,
2018). The PHPC program operates as an addendum to the FQHC operations, providing
additional funds to extend the primary care services within public housing in close vicinity.
The development of the program for this demonstration grant is based on the Donabedian
model, with the program framework that emphasizes its structure, processes, and outcomes. The
structure or the pre-requisite of the program for this project is the FQHC and its medical team.
The public housing nearby serving senior citizens and its team of resident care coordinators will
form a part of the program's structure. The process component of the pilot program defines how
the structure is implemented, so the services are provided through preventive methods,
management of care across the multi-disciplinary team, addressing comorbidities, and resident
service coordination to ensure equitable distribution of resources amongst the residents of the
public housing. Outcomes for this project consist of increased quality of life for the recipient of
services, reducing overall healthcare costs, and fewer emergency room visits through the
continuum of care.
Using program development method aligned with the needs assessment can assist in the
creation of a program that would address a whole person through a team composed of
physicians, nurses, social workers, mental health clinicians, and resident care coordinators in
public housing can comprehensively address the patient's medical and non-medical needs.
18

Paraprofessionals and expertise in non-medical services can aid the medical team by ensuring
that the patient's care is well-coordinated, reducing pressure on the physician's resources.
Management of chronic illness, continuity of care, and sharing of health information across the
diverse team have shown better outcomes as compared to a traditional stand along with primary
care or hospital-based services, and high-risk seniors have shown reduced hospital visits through
the continuum of care and preventive steps incorporated into their healthcare (Bynum et al.,
2011) leading to a reduction in unnecessary utilization of services.
3.2

Sample Selection

To identify the population, the research grant will utilize zip codes near the selected FQHC to
implement the PHPC public housing serving seniors. Using a program development method
aligned with the need assessment can assist in the creation of a program through possible
funding.
3.3

Instrumentation
The grant proposal submitted to HRSA as a response to the request for proposal is the

instrument for the study. Identifying the funding agency and ensuring goals aligned with the
funding priorities of the funder is an essential step to starting the proposal to be submitted.
HRSA is the primary federal agency for improving access to healthcare services for uninsured,
isolated, or medically vulnerable (Gitlin et al. 2020). Identification of HRSA as the funding
source for the demonstration project is based on the specific funding available for this population
through the federal government. A grant proposal for the demonstration project will be
developed in collaboration with the partnering FQHC. The proposal designed will be aimed to
enhance the services at the FQHC to bring the primary care healthcare services to them to enable
them to age in place. Developed grant proposal represents a detailed program outline that reflects
19

a concise potential successful program developed in collaboration with an FQHC to address the
needs of the residents in public housing. A clear and concise response to the sections of the
competitive grant application forms integral part of the process for the grant team following the
identification of the target population that would benefit from the potential program.
In response to the sections of the grant proposal, it is crucial to have latest data that
reflects the current needs of the targeted population and how the proposed program will address
these needs. The crux of the proposal consists of effective implementation plan of the developed
program and core objectives that the program will meet or excel at the end of the review period
that is well defined. In addition to well defined logic model that details the activities that lead to
the designed objectives of the program, letters of support and memorandum of understanding
(MOU) are part of the instrument. These letters and MOU reflect the scope of partnership
amongst different agencies, the public housing and FQHC and any third party identified, as
essential for the comprehensive program. The instrument (proposal) also consists of a detailed
well thought of fiscal plan of dedication of the requested funds, spread in allowable categories by
the funding agency. The budget outlines not just the cost of personnel that would be associated
with the proposed program, but program materials and operational costs that would sustain the
program for the period, in addition to any in-kind cost that the requesting agency may decide to
allocate for the proposed program. Plan of sustainability reflects the longevity of the program
beyond the support of the potential funds and anticipated outcomes of the program. A
collaborative grant writing process that would develop the innovative program proposal will be
submitted to HRSA as per the guidelines and requirements of the funder.
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3.4

Data Set - YARDI
Data sources will consist of the records of residents in public housing in the public housing

YARDI system, enhanced by with their health records following their enrollment into the
program. External data sources like census and community need assessment will also the best
site for implementing the program. Formative evaluation in the initial stages consisting of focus
groups of residents and feedback from stakeholders will be an essential tool for improving the
pilot program.
3.5

Data Collection/Procedure
The data for the program application is based on the statistics through the census as well

as needs assessment for the county. For the purpose of this project, the target population would
consist of seniors near the partnering FQHC.
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Appendices
Satisfaction of Employees in Health Care (SEHC) Survey

1. The management of this organization is supportive of me.
2. I receive the right amount of support and guidance from my direct supervisor.
3. I am provided with all training necessary for me to perform my job.
4. I have learned many new job skills in this position.
5. I feel encouraged by my supervisor to offer suggestions and improvements.
6. The management makes changes based on my suggestions and feedback.
7. I am appropriately recognized when I perform well at my regular work duties.
8. The organization's rules make it easy for me to do a good job.
9. I am satisfied with my chances for promotion.
10. I have adequate opportunities to develop my professional skills.
11. I have an accurate written job description.
12. The amount of work I am expected to finish each week is reasonable.
13. My work assignments are always clearly explained to me.
14. My work is evaluated based on a fair system of performance standards.

Strongly
Disagree

Disagree

Agree

Strongly
Agree

1□

2□

3□

4□

1□

2□

3□

4□

1□

2□

3□

4□

1□

2□

3□

4□

1□

2□

3□

4□

1□

2□

3□

4□

1□

2□

3□

4□

1□

2□

3□

4□

1□

2□

3□

4□

1□

2□

3□

4□

1□

2□

3□

4□

1□

2□

3□

4□

1□

2□

3□

4□

1□

2□

3□

4□

1□

2□

3□

4□

1□

2□

3□

4□

1□

2□

3□

4□

1□

2□

3□

4□

Definitely
No
1□

Probably
No
2□

Probably
Yes
3□

Definitely
Yes
4□

15. My department provides all the equipment, supplies, and resources necessary for me to perform
my duties.

16. The buildings, grounds, and layout of this facility are adequate for me to perform my duties.

17. My coworkers and I work well together.
18. I feel I can easily communicate with members from all levels of this organization.
19. I would recommend this health facility to other workers as a good place to work.
20. How would you rate this health facility as a place to work on a scale of 1 (the worst) to 10 (the
best)?

Source: Alpern et al., 2013
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□ □ □ □ □ □ □ □ □ □
1 2 3 4 5 6 7 8 9 10
Worst………………………………………………………..Best

Development of a Grant Proposal to Support Public Housing Community Health
Introduction
The applicant Federally Qualified HealthCare Center (FQHC) is submitting a proposal for a
program for 330 funding for public housing primary care. The FQHC, as the lead agency, is
applying in partnership with the 54-year nonprofit community development corporation in the
service area, district 10 of Newark, NJ. The collaboration complies with the Public Health
Service Act and will serve public housing residents and individuals living in nonprofit's nearby
public housing. FQHC has consulted with public housing residents to prepare the proposal as
required by HRSA. The collaboration would enable access to services available at the FQHC for
residents in their building, in addition to services not available through the health center, all at
the same spot for ease of accessibility. The primary goal of the collaboration is to reduce the
non-urgent use of hospital emergency departments, increase continuity of care for the patients
and impact the patient population through comprehensive, coordinated services for increased
quality of life. The nonprofit entity comprises seven low-income senior housing staffed with
resident care coordinators (RSC), community health workers (CHW), and affiliate outpatient
behavioral health programs. The partnering nonprofit's supportive service team will collaborate
with the FQHC medical team to provide comprehensive services. Our project, if funded, will
bring enhanced primary care services to the seniors in low-income housing. We strongly believe
that the seniors' utilization of these essential services will enhance their quality of life through
improved health.
Project Narrative - Needs assessment for target population:
Challenges in the regional healthcare infrastructure: The HRSA identified service area is center
347, which provides services to the largest and oldest city in Essex County, the City of Newark.
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Newark is the most densely developed area in New Jersey and is the third-most populous county
in the Garden State. According to the U.S. 2020 census, Newark's total population of 3,11549
has over 27.4% (75,000) of its population living in poverty, with 32,713 seniors (over 65 years).
While 75.3% of the population has completed high school or GED, only 15.3% attend college,
reducing the chance of being financially viable outside the minimum paying jobs. According to
the Newark Housing Authority 2021, the 24 public housing properties in the city house 16,000
families with 40,000 individuals; this does not include privately owned senior housing
properties. Despite eight significant hospitals and six federally qualified health centers, the Essex
County 2020 report indicates that the Newark residents struggle with their healthcare needs and
seek services at emergency rooms in place of developing relationships with primary care
physicians. Table 1 below compares the service numbers for the year 2020 of three HRSA
federally qualified health care centers in the 347-service area of Newark. The numbers reflect the
characteristics of patients who received service at the centers and the percentage below 200% of
poverty and public housing residents receiving the services.
Table 1: Newark FQHC 2020 Service Numbers with key demographics.

FQHC Population

City of Newark

Newark Comm. Health Center

St James

8218

44,468

7423

5204 (63.3%)

27,730(62.36%)

5359 (72.19%)

65+ year

461 (5.6%)

2661(5.98%)

975 (13.13%)

Medicare Patients

258 (3.4%)

1851(4.16%)

513 (6.91%)

74 (.9%)

44 (.10%)

89 (1.20%)

6657 (81%)

169 (.38%)

2516 (33.89%)

7502 (91.29%)

35,932 (80.80%)

652 (8.78%)

$1,207

$625

$1,463

Total Patients Served
18-64 year

Dual Eligible
Public Housing Resident
Patient below 200% poverty line
Cost per patient

Note: Source: HRSA Data Warehouse.
https://data.hrsa.gov/tools/data-reporting/program-data?grantNum=H80CS00062
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The Essex County Needs Assessment report (2020) highlights the characteristics of the
population of the city, with African Americans making up the largest population of homeless
persons within this county, which attributed to their needs for healthcare (internal, mental, and
behavioral), income, and employment not being addressed adequately. The report highlights
community credence that the lack of quality services reflected the provider's lack of desire for
change. The lack of transportation is a significant barrier for community members who felt that
the resources and services prior to the pandemic were not easily accessible. The few most
recognized barriers throughout the needs assessment were lack of awareness, cultural and stigma
concerns, and service capacity as it related to the volume of consumers seeking services within
each need area. When given a list of barriers (Figure 1) impacting this need area, 56.52% of
respondents chose "lack of awareness" as a significant barrier to receiving adequate healthcare.
45.65% of the survey respondents identified cost and transportation as the second and third
highest barriers preventing community members from proper healthcare for individuals and
families.
Figure 1: Barrers to HealthCare Service
Lack of awareness

Transportation

Cost

Cost,
46.65% Lack of awareness,
56.52%

Transportation,
46.45%

Note: Source: Essex County Needs Assessment report (2020).
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The cost of medication, the copayment for visits to a medical practitioner, and the cost of travel
proved to add a burden for community members. Cost of healthcare was another factor identified
in the Essex County Needs Assessment report (2020). The healthcare costs are determined based
Figure 2: Gaps in HealthCare Service

FQHC Newark
Enabling Patient Services

MH

Substance

1200

Patients

1000
800
600
400
200
0
City of Newark,
Newark, New
Jersey

Newark Comm.
Health Center

St James

Note: Source: Essex County Needs Assessment report (2020).

on the type of insurance, participation, or lack thereof in insurance, and the specialty need is
taxing for a low- to mid-income population. DataUSA, 2021 indicates that the patient to primary
care physician in is 1181:1 and 447:1 for mental health providers for Essex County. The number
reflects the unmet needs and possibly the lack of awareness for these services with an
overwhelmed system. Figure 2 illustrates the services provided (mental health, substance abuse,
enabling patient services) at three FQHC in district 10 in the City of Newark, reflecting low
service numbers for essential services. According to the state DMHAS 2021 report, Newark
makes up 60% of the state's addiction admissions for adults. The FQHC numbers reflect a
service gap and insufficient patient enabling services (health education, language, etc.) to
improve health outcomes and mental health for the residents in Newark. The Essex County 2020
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report recommends the integration of housing and healthcare such that anyone in governmentsubsidized housing should also have health and social services as a part of their housing. The
report emphatically underlines the unmet medical needs for Newark's district 10 (zip code
70103), listed by HRSA (2020) as Medically Underserved and Health Professional Shortage
Area.
COVID-19 Impact on Service Area:
The study by Okah et al. in the Journal of Equity (2020) shows an inter-city hospital's experience
with COVID-19 among underserved minority populations, with more than one of every three
patients, were at risk for in-hospital death or morbidity. Figure 3 shows the COVID-19 cases that
led to deaths by ethnicity in Newark, highlighting the disparities.
Figure 3: COVID-19 Case and Deaths by Ethnicity

Unknown

Other
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Hispanic

Asian

Black
0

2000

4000

6000

8000

Total Cases

Note: Source: Okah et al. in the Journal of Equity (2020).
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Figure 4. shows the deaths of the residents of Newark by age due to COVID-19. The proposed
pilot project addresses the gaps for the service area in partnership with a private nonprofit, lowincome senior building in Newark, NJ, and its affiliates.
Figure 4: COVID-19 Deaths by Age
80+ yr

65-79 yr

50-64 yr

30-49 yr

18-29 yr

8% 1%
23%

28%

40%

Note: Source: Okah et al. in the Journal of Equity (2020).

Local resources: The existing healthcare infrastructure within the community includes an FQHC
and public housing with multi-disciplinary teams from each sector (the housing and the health),
sharing common goals and language to determine the program policies, processes, and outcomes.
Our program needs assessment consists of an organizational and community assessment to
determine the strengths and weaknesses of existing services in the community. Identifying
existing resources helps determine the service gaps and formulates a systemic process for the
program design and strategy to fill in these gaps that create social determinants to the resident's
health. The program will conduct an annual needs assessment and align it to the evaluation for
the program to ensure that the program has an active continuous quality improvement plan.
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For the program's onset, we have identified gaps like mental health, substance abuse, and
enabling services specifically for the seniors residing in public housing in district 10 of Newark.
The collaboration will bring these services to the senior building and buildings nearby through
our formal contract. Our proposed program's interventions are formulated to reduce/eliminate the
gaps and barriers highlighted for the City of Newark.
Response:
Accessibility through collaboration:
The collaborating nonprofit has seven low-income housing buildings, three of which are near
each other, and the applicant FQHC. The proposed program will serve a minimum of 630
unduplicated seniors in Newark. Through collaboration for transportation (for residents from
other senior buildings of the nonprofit) and axillary services like case management and care
coordination and community health worker, the proposed program will address transportation
barriers, lack of familiarity and awareness, and language.
The proposed PHPC program will function within the identified senior building for two days
weekly for four hours at 9 am – 1 pm primary care and 1 – 5 pm for ancillary services with the
alternating schedule the other day of the week. The facility is equipped with a medical
examination room and is HIPAA compliant. The care coordinators work closely with the
residents from the day they move into the units and provide case management services.
Residents develop trust with the assigned care coordinators, making passing new information
and promoting new programs more accessible. The residents attend monthly meetings, where the
program will be introduced to the residents alongside their one-on-one meetings. The program
enrollment will be open and easily accessible through the assistance of the resident care
coordinators.
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The resident care coordinators will introduce the medical team to the program participants and
inform them about the range of services dates/times of the team's presence in the medical room.
The residents will also have opportunities to speak with the team, community health workers,
and care coordinators for a well-informed decision for signing them into the program. Resident
care coordinators and CHWs will provide regular educational workshops, and seniors will
receive materials upon enrollment in the program. Uninsured residents will be connected to the
nonprofit agency's resource center to enroll them in insurance. Insured participants in the
program will be initiate planning with their resident care coordinator and scheduling of
appointments. A sliding fee scale for qualified residents reduces the burden of medical care and
encourages the culture of healthy living in the facility.
Operations with the collaborating partner:
The program team will have limited access to the electronic medical records used by the FQHC,
so the data utilization is maximum for efficiency. Upon scheduling the appointment, the resident
will get two reminders of their appointment during their regular weekly meetings with the
resident care coordinator. If the resident is from the nearby building, transportation will be
coordinated amongst the building's resident coordinators to ensure residents keep their
appointments, with the aim of increasing accessibility and reducing missed/failed appointments.
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Figure 5: Comprehensive Geriatric Assessment Contributions to Overall Health Status

Note: Source: Elsawy, B., & Higgins, K. E. (2011). The Geriatric Assessment. American Family Physician, 83(1), 48–56. United States:
American Academy of Family Physicians.

The initial assessment with the dedicated physician and nurse will consist of completing a
comprehensive medical evaluation or geriatric assessment (CGA) that usually yields a
comprehensive, relevant list of medical problems, functional problems, and psychosocial issues.
Comprehensive Geriatric Assessment (CGA) is a multi-dimensional multi-disciplinary
assessment designed to evaluate a person's functional ability, physical health cognition, and
mental health along with social environmental circumstances. CGA provides a holistic view of
the person's overall health, as in Figure 5. The tool consists of non-medical domains and results
in a 360 coordination of care based on the individual's abilities. The results of the CGA provide
data to create a personalized care plan executed by the multi-disciplinary team. Elsaway &
Higgins, in 2011, list the tool assessment measurers in eight domains, functional ability, physical
health, social-economic health, nutrition, balance, hearing, vision, alongside cognitive health to
provide an overall need of the person. The multi-prognosis tool measures for frailty index that
determines overall health and identifies possible areas to improve overall health. CGA results
will determine the patient's level of care, required follow-up monitoring visits, and various
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screenings for a service plan to be executed. The tool's reliability and validation across different
patient groups and cultures are valid, clinically rigorous, and informative even across diverse
populations. Participants will receive follow-up services based on the cross-sectional care plan
created by the team. In addition to measuring the Frailty Index, family relational dynamics by
self-report, family members (if engaged in family treatment), and a completed bio-psychosocial
will be part of the service plan to provide the level of care for addiction services if needed.
The program will also consider the frequency of visits to the on-site center, increased motivation
by seniors' proactive behavior to enhance self-care, and any healthy modifications in nutritional
habits as indicators of program engagement. In-person services will alternate with telehealth
sessions to make the program more efficient and effective across the board for all the teams. A
critical part of our program consists of monthly program team meetings amongst all providers.
These meetings will follow up on patients' service plans and ensure all team members dedicate
their resources towards the same outcomes for the patient. The surveys as well as screening tools
used by the multi-disciplinary team that will gather data on self-care by a self-report, geriatric
assessment, relational quality-focused family genogram completed by a licensed family therapist,
mental health, and substance abuse assessment, along with the need assessment questionnaire
completed and updated by service coordinators. The EHR business agreement across the multidisciplinary service team forms part of communications amongst the care providers, ensuring
coordinated treatment increasing efficiency for desired outcomes. The surveys will be conducted
upon enrollment and quarterly to gauge progress throughout treatment and engagement with the
program.
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The rationale for program design: Team collaborations reduce the burden on an individual
physician, and patients receive holistic care that is well-coordinated and designed towards a
better outcome for them. We will provide person-centered, integrated care where each program
participant receives healthcare pro-actively through continuous, multi-disciplinary collaboration
and coordination of various care providers to age in place for the seniors. Shared responsibility
with high-quality teamwork reduces risks for the patients, with each member can provide their
expertise to the decision-making process to optimize patient care. When designed and
implemented creatively, patient-focused teams can reduce factors leading to burnout by shared
responsibility and expertise in various aspects of healthcare. Delivering superior care through
teamwork, along with visible and long-term changes in patients' lives, improves outcomes and
patient satisfaction and addresses physician satisfaction in achieving their professional goals.
While individual clinicians or even hospitals have only limited control over the fate of their
patients, an organization that provides housing social services in tandem with health care can build
superior synchronization through information sharing and teamwork across disciplines. This
collaboration can provide hope and possibly a long-lasting permanent change in the life of a senior
living in vulnerable conditions. An integrated program designed to prevent eviction and enhance
health education through community health workers addresses residents' holistic needs and
enhances FQHC operations. Figure 6 illustrates the workflow process for the program and team
member responsible for the process. The proposed project brings forth such a team of housing with
RSC that will work with the medical team to ensure that residents are motivated and engaged in
improving their health. In addition to engaging a team, the program design also needs to address
the administrative procedures and policies of security, insurances, and non-eviction programs for
the medical and care-coordination team to continue their work in a unique setting.
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This medical team will be part of the program policy modification phase through feedback and
participation. The attached logic model will guide planning, monitoring, and evaluation and
communicate the evidence-informed strategies for the program that address the identified gaps.
The logic model (Figure 7) forms the crux of the shared language and understanding amongst the
stakeholders of their role/input, the measures, and the key to attaining the desired shared
outcomes. The evaluation would help differentiate between successful and failed interventions to
resolve program shortcomings proactively. The logic model for the program operations guides
the activities based on the desired outcomes for the program. The plethora of services part of our
program aims to address the barrier of accessibility. The program will ensure that the residents
have educational workshops to make informed decisions regarding their health and receive
support in scheduling and keeping appointments. Our program has specific activities designed to
ensure easy access to services, whether reminders from RSC or increasing accessibility through
coordinated transportation for residents of nearby housing to keep their appointments. The
patient profile, quality of care, and service delivery indicators are aligned with the performance
indicators of the FQHC. Enabling services like the language barrier identified as an existing gap
will be provided by RSC. Quality of care indicators includes hypertension, diabetes, mental
health, substance use disorder, and screenings for common chronic illnesses. Process measures
for screenings for adult weight measurements, cervical cancer, cholesterol treatment, colorectal
cancer screening, HIV linkage to care, heart attack/stroke treatment will form part of the qualityof-care indicators. The qualitative patient surveys and staff satisfaction surveys ensure a
feedback loop to address any concerns and update program policies or protocols.
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Figure 7: Logic Model
3.5.1.1 Inputs
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• Trained healthcare
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Health Workers
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coordinator and
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Meetings
• Weekly case
management
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program participants
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• Client Advisory
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• Follow up
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#Finalized schedules and program
implementation
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Outcomes
Short-term
• Increased public
awareness of the program
• Increased
Patient/Provider/Family
Satisfaction
• Increased older adults
connected to resources
and services that meet
their needs
• Increase in skillsets of
the multi-disciplinary
team.
• Reduction in delivery
time for ancillary
services.
Intermediate
• Effective collaboration
amongst the healthcare
team
• Reduced non-urgent
visits to the hospital
• Reduction in hospital
admissions/urgent care
visits
Longer-term
• Increase the ability of
seniors to age in place.
• Increase in older adults'
HR-QoL and wellbeing
• Reduction in health care
cost for the senior/family
• Recovery from substance
use
• Reduced depressive
symptoms

Comprehensive Collaboration: The service delivery plan developed in consultation with public
housing residents and the entity operating the housing to ensure full involvement of the
administration and any other partnering entity. The memorandum of understanding in crosssector partnership is designed to address the gaps and barriers in services in the community. Our
program team has two components: a medical and an ancillary team which will serve program
participants, ensuring the continuum of care and enabling services. The medical team comprises
physicians and nurses from FQHC, and the ancillary team comprises the partnering nonprofit's
social workers, mental health clinicians, community health workers for prevention/dealing with
chronic illnesses, and resident care coordinators (RSC). The resident care coordinator assigned to
each building per the HUD requirements for public housing will align their existing job
responsibilities with program coordination. The ancillary team will aid the physician by ensuring
that the patient's care is well-synchronized and non-medical needs that often contribute to the
presenting medical concern is addressed without burdening the physician's resources. The most
significant advantage of our partnership is the trusting relationship between the public residents
and the care coordinators. The nonprofits' extensive resources will enable easily accessible
transportation for its residents from nearby buildings, familiarity with the location that reduces
patient resistance, and nonprofit agency's outpatient clinical staff for mental health and addiction.
The nonprofit auxiliary team will support the medical team for comprehensive healthcare
services. The resident care coordinators work closely with the nearby hospitals that residents use
during medical emergencies and will work closely with the FQHC medical team to ensure a
continuum of care upon discharge. The nonprofit's county-funded program, Home Friends, will
work closely with the senior’s needing assistance with activities of daily living for additional
support for the seniors. The collaboration amongst the hospital, housing, and FQHC will
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strengthen the continuity of care across the healthcare system, hopefully reducing hospital
readmissions and emergency departments for non-urgent healthcare needs.
Evaluative Measures
Quality Assurance: We will conduct the evaluation and quality assurance for the program using
the RE-AIM evidence-based framework. The RE-AIM framework (reach, effectiveness,
adoption, implementation, maintenance) was developed in 1990 to enhance the impact of health
promotion interventions by evaluating the dimensions considered most relevant to real-world
implementation, such as the capacity to reach underserved populations and adoption within
diverse settings. King et al., 2010 outline the RE-AIM framework, which we will use to answer
our programs who, what, where, how, when, and why to provide a strong evaluation basis of the
pilot program. The dimensions specifically focus on answering specific evaluation questions:
• Reach- The target population and the percentage of the target population reached by the
program through its marketing, education, and outreach initiatives. How will the program
affect the targeted population and various outreach strategies developed to recruit the
participants?
• Effectiveness: This dimension focuses on the outcomes listed in the logic model that reflects
the consequences of the program and individual/community changes possible due to the
program. What are the existing barriers for service delivery and strategies to mitigate to
maximize the program's effectiveness for the targeted population?
• Adoption: Program setting and built environment may be modified when expanded/replicated.
This dimension also includes the program policies and the characteristics of program staff
amongst both partners to the target population. What is the setting and program staff
representative of the target population?
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• Implementation: considers the program's critical elements needed for a successful program.
These elements include program policies, staff training, logic model activities. How will the
critical elements of the program be delivered, and resources needed for its delivery?
be achieved and maintained?
• Maintenance: emphasizes the long-term feasibility of the program's success through its longlasting outcomes. How will the program sustain itself, and will the intended long-term
outcomes?

Our program's Quality
improvement/ analysis is
aligned and compliant to the
HRSA Section 330(k)(3)(C) of
the PHS Act. The boardapproved policies set for
quality assurance will address
the utilization of healthcare
Figure 8 Utilization Management Review Source: Utilization Management & Quality
Improvement in Healthcare.

services, patient satisfaction, and

safety, including adverse events. Our quality assurance staff will ensure that program policies
consist of maintaining confidentiality of patient records, high-quality patient care, and regular
assessments of the utilization of services by the target population. Program utilization is a
critical part of the program's success and quality assurance. Utilization management review
principles (Figure 8) will be used for the logic model activities to ensure that there will be
monitoring of care provided to maximize the program resources/capabilities to minimize
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superfluous procedures, by monitoring of retrievable certified EHR (consistent with both
Federal and State laws and requirements) by the review team. Quality improvement will be
facilitated by the healthcare service team under the medical team's supervision on at least a
quarterly basis by utilizing the EHR patient records, patient surveys, program objectives and
will steer any program delivery methods/policies where required. The clinical guidelines and
standards of care will form part of the EHR review to increase quality and safety. We will
collaborate on patient safety and increase long-term program outcomes through an effective
continuation of care across the team. Review of treatment across the multi-disciplinary team
aids in assessing gaps in care and alerting the team on planning modifications required to
bridge the gaps. Through collaboration, any modification to patients' individualized service
plans will eliminate/reduce adverse events and provide a patient comprehensive care
continuum. Aligning clinical processes to the standard of care set forth for FQHC will increase
the effectiveness of care and enhance the patient's quality of life. The double security access
for the HIPPA compliant certified EHR will ensure confidentiality of patient records, with
limited role-based access to records of the auxiliary team members. The attached logic model
defines the program outcomes, process measures, and existing and "needed" resources for
successful program impact. Table 2 lists the measures for each RE-AIM dimension focusing
on all program factors for quality assurance and the evaluation metrics within the RE-AIM
framework and corresponding data sources.

43

Table 2: Evaluation Measures and Data Sources

REACH

Measure

Data Source

Reach

# of older adults identified/ referred;

Program tracking;
Certified EHR
UDS Reports (FQHC)

# of new patients enrolled;
% of recruited patients who enroll;
Patient Characteristic Summary of program patients and nonenrollees;
Effectiveness

#/% of Individual care plans ;
#/(%) of patients with completed evaluation/total attendance;
# ER visits;

Program tracking;
EHR;
Surveys (Patient
satisfaction, Provider
Satisfaction)
Screening Tools

Change in Nearby hospital admission rates;
Patient Experience with provider Survey
Specific Measures :
• Hypertension (e.g., controlling g high blood pressure)
• Diabetes (e.g., hemoglobin A1c (HbA1c) poor control
(>9%))
• Mental health (e.g., screening for depression and
follow-up plan, depression remission at 12 months).
• Substance use disorder (e.g., access to medicationassisted treatment (MAT)).
• Ending the HIV epidemic (e.g., HIV screening, HIV
linkage to care, pre-exposure prophylaxis (PrEP)).
Adoption

# of healthcare team members trained in program operations;
# of staff offered vs. participated
# of training sessions for the training and attendance %;

Program tracking;
Education
Provider Satisfaction
Survey

# team member satisfaction;

Implementation

Staff retention rate;
% of patient compliant with service plan;

EHR;
Language line

% bi-lingual patients receiving services
Maintenance

# of policy updates based on feedback;
ROI and Cost
Program Length/Sustainability
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Board Policies
Fiscal stability

Our multi-disciplinary team will reduce social factors and health disparities for specific areas
like hypertension, diabetes, behavioral health, and screenings for chronic illnesses. Patient
satisfaction and the grievance processes will govern any policy changes required for the
program. In collaboration with the providers and the key stakeholders, these components will be
reviewed semi-annually to ensure that the program is implemented for the patients' best
outcomes. In addition, to address provider satisfaction, we will utilize evidence-based
Satisfaction of Employees in Healthcare (SEHC) (attached). This tool measures a single general
job satisfaction construct and has adequate reliability and validity to assess satisfaction among
multi-disciplinary U.S. health care staff as per Chang et al.'s research 2017. The instrument
comprises three dimensions of job satisfaction: relationship with management and supervisors,
job content, and relationship with coworkers. Due to the unique nature of the proposed project
and its service setting, the instrument we will modify to add to questions regarding the security,
quality of resident care-coordination provided support and possible collaboration with local
hospitals. Surveys are administered via REDCap. In addition, we are using evidence-based
clinical guideline measures to track the program's effectiveness at improving care delivery and
avoiding unnecessary utilization.
Governance
Quality control measures through patient and provider satisfaction surveys will also feed into
formulation and modification of program structure through stakeholders' participation in
governance. Governance of the program will fall under the bylaws developed by the board of the
FQHC as per the requirements set forth by HRSA. As per the guidelines set, the board size will
not exceed more than 25 members, with at least 51% of the board members comprising the
patient served. The program performance will be a part of the governing board's monthly
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meetings, and any modification of policies is based on the quality assurance process. Health
policies that mitigate the negative influences of physical, sociocultural, and economic
environments on health or take advantage of their positive potential for affecting health are
essential aspects of any society's ability to help its members achieve higher health outcomes. Our
program will ensure that policies are modified through data from the survey and input from
stakeholders, so the program is a success. The evaluation data will be routinely shared with
program leadership and the patient advisory board for the following:
•

Creation/review of program policy to guide the strategies.

•

Organizational structure to determine collaborations across sectors.

•

Systemic changes will be part of the program implementation to ensure that the identified
team is aware of the environmental and cultural changes required for the program.

•

As the strategies form, determination of essential pooled data and shared language and
program outcomes amongst the team of providers and qualitative and quantitative
representation of the outcomes.

In addition, all stakeholders will receive performance reports and progress towards desired
outcomes, including the seniors receiving the services through social media and annual
stakeholder meetings held at the senior center. A patient advisory group will gather feedback
from patients regarding their satisfaction with the health services. The one-on-one patient
satisfaction survey will form the basis of any policy or program design changes that need to be
made to enhance the outcomes for its stakeholders. The HRSA's health center patient survey
(HCPS) provides valuable data about patients' experience with the care and services they receive
at health centers funded under Section 330 of the Public Health Service Act. The HCPS helps
identify opportunities to improve access to primary and preventive health care services delivered
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and responsiveness to patients' needs through self-report on socio-demographic characteristics,
health conditions, health behaviors, and access to and utilization of health care services. The
satisfaction survey as an evaluation tool provides an opportunity for improvement, enhances
strategic decision-making, reduces cost, meets patients' expectations, frames strategies for
effective management, monitors healthcare performance of health plans, and provides
benchmarking across healthcare institutions, as per Al-abri, 2014.
Another critical part of program evaluation is the healthcare delivery and program team. When
designed and implemented creatively, effective patient-focused teams can reduce factors leading
to burnout by shared responsibility and expertise in various aspects of healthcare. A team
composed of physicians, nurses, social workers, mental health clinicians, and resident care
coordinators in a team in public housing can not only address the medical need of the patient, but
aide the physician by ensuring that the patients care is well-coordinated and non-medical needs
that often contribute to the provider burnout. Reducing provider burnout is critical for the
program as building a relationship with the providers for the patient is part of the continuation of
care and forms part of the program's success.
Feedback will become an integral part of the quality assurance component of the project and
governance. The schedule for administrating the survey in the first year would be semi-annual
since the project is a new initiative. Frequent survey administration is imperative to gather
feedback early to ensure that quality standards are established, and it updates any procedures for
better outcomes. It has been proven that health policy strategies and plans are more likely to get
implemented effectively if their development in negotiation is inclusive of all stakeholders in and
beyond the health sector. For the policy dialogue to be meaningful, it needs to be built on
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consensus after reviewing the current situation and be aligned with the values and goals of the
program.
As new applicants for the PHPC program, the program's policies will ensure quality assurance is
implemented and operating quarterly over two years. The governing body will adopt policies of
financial management as well as criteria for partial payment schedules establishing general
guidelines, benefits employees, equal opportunity practices, and quality of care audit procedures.
Table 3 indicates the timelines and milestones for the program evaluation and modification in
governance as required. The executive director of FQHC will ensure that the collaboration
agreement with the public housing outlines the partner's role and authority on the board.
Table 3: Timeline/Milestones
Milestone

Q1

Clinical Team Training

X

Q2

Q3

Q4

Q5

Q6

Q7

Q8

X

X

X

X

Patient Enrollment

X

X

X

Provider Satisfaction

X

X

X

X

Patient/Family Survey

X

X

X

X

Advisory Board Meeting

X

X

X

X

X

X

Quality Assurance Audit

X

X

X

X

UDS Reports as per HRSA

X

X

X

X

Dissemination: Presentation at the national

X

X

X

X

X

X

conference
Dissemination: Publication

X
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Budget Narrative:
The budget for the program is based on the Funding Restrictions/Limitations set forth in the
HRSA funding announcement and adheres to the Standard Funding Restrictions in the FOA, as
well as to 45 CFR Part 75 A. The budget for the pilot program is designed for one-year.
Personnel: The personnel level of effort in the program is used to guide the funds requested from
HRSA. All key staff are approved by SAMSHA and are currently working at the FQHC
operations. The Program coordinator for the PHPC will be hired and dedicated to this program.
Fringe benefits are based on HHS regulations at 45 CFR §75.431 and include taxes, workmen’s
compensation, medical/dental insurance for the program staff. Fringe requested by the grant is calculated
at the rate of 37.5% of the personnel federal request.

Program Equipment includes laptop, printer, projector, and any medical equipment required for
program services. This category also includes upgrade and maintenance of the electronic health
records and permission driven access for the collaborating team. Supplies allocated for the
federal funds are for program operations, testing and marketing efforts for the program. The
contractual category lists sub-award, contract, consultant, or consortium agreement made with
the program partners. This category also includes training for the healthcare team,
testing/screenings costs as well as enabling services like language, transportation of patients etc.
Other cost includes program liabilities, fiscal audit costs, as well as position opening marketing.
The indirect cost for the program is set at 5.7% of the personnel and includes administrative
oversight and is salaries of facilities and administrative (F&A) administrative and clerical staff
are normally treated as indirect costs (45 CFR §75.413c).
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Year 1
Object Class Category
PERSONNEL
Physician
Physician Assistant
Nurse
Data Analyst
Program Coordinator
TOTAL PERSONNEL
FRINGE BENEFITS
FICA @ 37.5%
TOTAL FRINGE BENEFITS
EQUIPMENT*
Testing Medical Equipment
EHR upgrade (1 @ $10,000)
TOTAL EQUIPMENT
SUPPLIES
Bluetooth-enabled Self-Measured Blood Pressure devices (300 units
x $63 per unit)
General office supplies
Resident Meetings - meals/snacks
Diabetes Testing/results
Outreach brochure production ($2.50 per brochure for 1000)
Patient education materials ($3.25 participant x 800 for 4 diseases)
TOTAL SUPPLIES
CONTRACTUAL
Rent
Pharmacy Services
Enabling Services
Testing/screening tool
Laboratory Services ($4.5 per sample x 2500 samples)
Medical Supplies
Evaluation/Needs Assessment/CQI
Training (4 HCP + Collaborating partner5)
Waste Removal ($750 per month x 12 months)
TOTAL CONTRACTUAL
OTHER
Liability
Membership Dues
Audit
Staff Recruitment – newspaper and Internet posting
TOTAL OTHER
INDIRECT COSTS: 5.7% approved indirect rate
TOTAL INDIRECT COSTS
TOTAL FEDERAL BUDGET

Effort

TOTAL

Federal

Non-Federal

Federal

Total

$55,000
$50,000
$38,000
$9,500
$56,000
$208,500

$200,000
$110,000
$42,000
$35,500
$0
$387,500

28%
45%
90%
27%
100%

$255,000
$160,000
$80,000
$45,000
$56,000
$596,000

$78,188

$52,313

$130,500.00

$9,000
$9,800
$10,000
$28,800

$0
$0
$0
$0

$9,000
$9,800
$28,800

$18,900

$0

$18,900

$5,800
$14,500
$22,500
$2,500

$15,800
$14,500
$18,900
$2,500

$10,400
$74,600

$10,400
$71,000

$18,000
$10,000
$75,000
$24,500
$11,250
$15,400
$38,000
$4,500
$9,000
$205,650
$8,500
$2,462
$5,500
$750
$17,212
$37,050
$37,050
$650,000

$0
$95,000
$2,000
$0
$0
$63,000
$0
$0
$0
$160,000

$0
$0
$599,813

* Any equipment requests must align with the Equipment List Form(s). The total federal costs (year 1 + year 2 + year 3) may not exceed
$150,000.
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$113,000
$12,000
$75,000
$24,500
$74,250
$15,400
$38,000
$4,500
$9,000
$365,650
$8,500
$2,462
$5,500
$750
$17,212
$37,050
$1,209,162

References
Al-Abri, R., & Al-Balushi, A. (2014). Patient satisfaction survey as a tool towards quality
improvement. Oman medical journal, 29(1), 3–7. https://doi.org/10.5001/omj.2014.02
Health Center Program Uniform Data System (UDS) data. (n.d.). Retrieved January 5, 2022, from
https://data.hrsa.gov/tools//data-reporting
HRSA Data Warehouse. Health Center Program Uniform Data System (UDS) data overview. (n.d.).
Retrieved February 1, 2022, from https://data.hrsa.gov/tools/data-reporting/programdata?grantNum=H80CS00062
HRSA. (2022, February). Health Center Patient Survey. HRSA. Retrieved March 3, 2022, from
https://bphc.hrsa.gov/datareporting/research/hcpsurvey/index.html
Okoh, A. K., Sossou, C., Dangayach, N. S., Meledathu, S., Phillips, O., Raczek, C., Patti, M., Kang,
N., Hirji, S. A., Cathcart, C., Engell, C., Cohen, M., Nagarakanti, S., Bishburg, E., & Grewal, H.
S. (2020). Coronavirus disease 19 in minority populations of Newark, New Jersey. International
journal for equity in health, 19(1), 93. https://doi.org/10.1186/s12939-020-01208-1
Planning Committee, H. S. A. C. (2020, November 16). Essex County Needs Assessment 2020 Government of New Jersey. Essex County Needs Assessment. Retrieved February 2, 2022, from
https://www.nj.gov/dcf/about/divisions/opma/docs/Essex%20County%20Needs%20Assessment
%20Report%202020.pdf
U.S. Census Bureau quick facts: Newark City, New Jersey. U.S. Census. (n.d.). Retrieved February 8,
2022, from https://www.census.gov/quickfacts/geo/chart/newarkcitynewjersey/PST045221

51

